AMONGST 2001 total abdominal hysterectomies which I have performed for myoma I have met with four cases of undiagnosed carcinoma of the cervix, without taking into account a number of cases in which hysterectomies for carcinoma of the cervix were complicated with myoma. In two of the four cases the carcinoma was unsuspected before operation; in two it was suspected on account of the bleeding on examination, but was not diagnosed owing, in one case, to the os being out of reach (large pelvic subperitoneal cervical myoma), and, in the other case, to the portio being uninvolved and the cervix so large that it was thought possibly to contain a myoma. The results of these four operations are as follows.
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AMONGST 2001 total abdominal hysterectomies which I have performed for myoma I have met with four cases of undiagnosed carcinoma of the cervix, without taking into account a number of cases in which hysterectomies for carcinoma of the cervix were complicated with myoma. In two of the four cases the carcinoma was unsuspected before operation; in two it was suspected on account of the bleeding on examination, but was not diagnosed owing, in one case, to the os being out of reach (large pelvic subperitoneal cervical myoma), and, in the other case, to the portio being uninvolved and the cervix so large that it was thought possibly to contain a myoma. The results of these four operations are as follows.
The first patient, who suffered from heart disease, died suddenly within a year of the operation of syncope when going up stairs. As the cancer was in a very early stage there can be little doubt that, had she survived, she would have remained free from recurrence.
The second case remains free from recurrence after six years. The third case remained well for five years, when a recurrence was detected of which the patient died six years all but three weeks after the hysterectomy.
The fourth case, in which the cancer was very extensive, has already a recurrence. I submit these four cases to the consideration of those gynecologists who still continue to amputate the uterus for myoma, leaving the cervix, instead of performing total abdominal hysterectomy, an operation which in my opinion is in every important respect (except that it takes a few minutes longer to perform) superior to the supravaginal operation, and which accordingly I have performed in every case of abdomninal ' Within one or two on either side, the exact figure being as yet impossible to give owing to the difficulty of deciding whether one or two cases complicated with other tumours should be called hysterectomy for myorma. Section of Obstetrics artd Gynacology hysterectomy for myoma and have persistently advocated during the last sixteen years.
Its value in removing cancer unrecognized at the time of operation is illustrated in these cases in which cancer of the cervix was found present in no less than 2 per cent. Its value in preventing the subsequent development of cancer in the cervix left behind is shown by the large number of cases already reported in which cancer developed in the cervix which was apparently healthy and in some cases certainly healthy at the time of operation. I have seen one such case in a hopeless condition from cancer of the cervical stump and surrounding parts six years after a supravaginal amputation by a surgeon7 for myoma: the patient had been free from hbemorrhage and discharge for more than three years after the operation.
In making this small contribution to the subject of hysterectomy I appeal to those who prefer total hysterectomy-a small but increasing number-to examine the cervix in all cases macroscopically and, if suspicious, microscopically, with the object of obtaining facts bearing out this important question and of increasing our knowledge of early carcinoma of the cervix; and I appeal to the advocates of amputation to publish all the cases known to them of cancer of the cervical stump at or following the amputation, and not to bemuse themselves with supposed disadvantages of total hysterectomy which do not exist, nor with the supposed rarity of cancer of the stump, while refraining from producing the only evidence on their side of the question which is of equal value-viz., the after-history of a consecutive series of one or two hundred cases of amputation for myoma of which every case has been followed up antd examined five years after the operation. Case I.-M. C., aged 44 (who had had no child but five miscarriages, the last thirteen years ago), was admitted to University College Hospital on October 14, 1905, complaining of a tumour, great abdominal pain, and almost constant losses of blood during the last seven months, the longest period of freedom from bleeding being one week. The tumour had been noticed for more than a year and was increasing. Menstruation began at the age of 14, was regular till this illness, lasted four to five days, and was attended by pain in the back during, and for three or four days after, the flow. A watery discharge had been present for eleven months. Micturition was painful and frequent (four or five times at night); the bowels were confined. On admission the patient was fat, ansemic and cyanosed, the pulse 120, intermittent; respiration 44. There was a feeling of faintness; the heart was dilated, the first sound was blurred and a systolic murmur was sometimes audible at the apex.
The temperature was slightly raised (up to 101'80 F.), and only fell to normal on two occasions while the patient was in the hospital. The girth of the abdomen was 44 in. at the level of 4 in. below the umbilicus, and the abdomen was distended by an enormous globular tumdur reaching up to 11 in. above the pubes. The portio was healthy, the os small and round. The tumour was diagnosed as a degenerated myoma. No bleeding followed the examination. For several weeks the patient had to be propped up in bed on account of the condition of the heart. My colleague, Dr. Sidney Martin, kindly saw her and prescribed digitalis and nux vomica. Her general condition improved a good deal, so that, although she was still cyanosed and the pulse slightly intermittent, it was possible on December 1, 1905, to perform total abdominal hysterectomy by Doyen's method. The wound healed by first intention and the patient left the hospital, having lost the cyanotic appearance and in good FIG. 1. (Case I.) The cervix and part of the body of the uterus (which was over 10 in. in diameter, and weighed 10i lb.) with intramural myoma. Two thrombosed vessels are seen in the myoma. In the upper half of the anterior wall of the cervix is seen a small growth striated towards the canal (papillary) with a few minute cystic spaces below it (dilated glands). This growth is a squamous.cell carcinoma. The portio is short, smooth, and perfectly healthy. The stratified epithelium extends up the canal as far as the growth (see fig. 2 ). general condition, on January 6, 1906. She continued to improve and remained well for some months with occasional attacks of syncope, from one of which she died suddenly when going upstairs within twelve months of the operation.
The uterus weighed in the fresh state 104 lb. (preserved, 9 lb. 10 oz;), .and Section of Obstetrics and (lynmcology Camera lucida tracing of microscopic section of the papillary growth in cervix (low power). The black areas show squamous epithelium proliferated, and in some places desquamated, on the papillary processes, and invading the cervical tissues-squamous-cell carcinoma. The part within the circle is drawn under high power in fig. 3 . At the bottom of the section is seen a strip of healthy stratified epithelium situated near the middle of the cervical canal. formed a globular mass 10 in. in diameter (22-5 cm. by 23 cm. by 21 cm.) with twolsubperitoneal tumours on the top, one as large as a walnut, the other of the size of a filbert. The uterus was enlarged by a single intramural tumour growing in the anterior wall, measuring 19 cm. by 13 cm. on section, which had raised the peritoneum anteriorly for a height of 10 to 15 cm. above the external os. The tumour was slightly degenerated towards the periphery at one spot and contained in the middle of the lower half three large vessels filled with clot, the largest of which measured 2`5 cm. by 0 5 cm. The portio vaginalis was healthy, the os round. The cervix was 3 cm. long. -The canal of the body was, in the sagittal section, 8 cm. long, its mucosa extremely atrophied, being only visible in the upper i in., and there not more than 05 mm. in thickness. The mucosa of the cervix was normal in the posterior wall, but was curiously striated and cystic on the anterior wall at its upper part, where it was 7 mm. thick (see fig. 1 ). This! striated portion is a squamouscell carcinoma. Below it the wall is lined with healthy stratified epithelium.
Microscopic Structure.-The mucosa of the body showed a single layer of flattened epithelium and no glands. The affected portion of the cervical mucosa showed stratified epithelium and cysts lined with columnar epithelium beneath it. The stratified epithelium goes down into the tissues and forms masses of squamous cells (typical squamous-cell carcinoma) from the centre of which the epithelium has fallen out (see fig. 3 ). The epithelium of some of the glands is also proliferated, forming large masses of epithelial cells. The papillary projections causing the striated appearance are very vascular and are covered with several or many layers of squamous epithelium which has desquamnated in places ( fig. 2 ).
This occurrence of a squamous-cell carcinoma high up in the cervical canal with outgrowth of proliferated squamous metaplastic epithelium on papillary processes and ingrowth into the tissues perhaps explains why soine cases of carcinoma in the substance of the cervix have the appearance of squamous-cell carcinoma, although from the mode of growth we should expect them to be columnar-celled; of these, Case 4 is an example.
Case II.-Mrs. R., aged 43 (children three, abortions eight), was seen by me on October 31, 1910. Her last pregnancy occurred seven years ago, and she had suffered from dysmenorrhcea for eighteen months and from menorrhagia. Menstruation began at the age of 11 (the patient was born in Ceylon) and till lately was regular and lasted four days. There was no discharge and no 'bleeding between the periods or on coitus. The dysmenorrhcea was very severe and the patient sometimes woke up with a pain in the back, which passed through to the front, and was relieved by walking about. On examination the patient was in good general health. The uterus reached up for. 3l in. above the pubes. The cervix admitted the finger for 4-in. and felt quite smooth and healthy. The uterus was enlarged by a myoma to the size of a uterus at three and a half months of pregnancy, and was fairly movable. The myoma appeared to be single and probably submucous. I proposed to remove it by enucleation through the cervix; but the patient and her husband, who was a doctor, did not want to run the risk of a recurrence. I therefore removed the uterus by total abdominal hysterectomy on November 4, 1910. The patient made a simple recovery and remains well in January, 1917.
The uterus measured 14 cm. by 9 cm. by 9 cm. and weighed 1 lb. 3+ oz.
It contained a single myoma in the anterior wall of the size of a flattened orange. The tumour was a good deal degenerated, being quite gelatinous at the periphery, but nowhere cystic. On the anterior lip of the portio (which was very short) there was a small raw red'area not much bigger than a pea, slightly uneven, like a small erosion. As a matter of routine I had this cut for the microscope, though not suspecting cancer. Microscopic Structure.-The raw area shows the early stage of a typical squamous-cell carcinoma with marked round-cell infiltration (see fig. 4 ).
Case III.-A. R., aged 44 (children three, one born dead), was admitted to University College Hospital on January 16, 1911, complaining of headaches for a month and of an abdominal tumour which had been noticed for two years.
She had had coitus up to the time of admission, but this had never been followed by bleeding. The headache was attributed to a blow on the left frontal region six years ago, which caused temporary paralysis (and permanent weakness) of the right side, for which she was in the Hospital for Paralysis for fourteen weeks. The tumour caused no trouble but was getting larger. Menstruation began at the age of 15: at first was very irregular and lasted only two days; but after the birth of the first child, at the age of 24, it had been more regular, lasting five days and requiring twelve diapers. The patient had not menstruated for two years. Micturition had been frequent for the last year. On admission the patient's face was rather congested, the bridge of the nose sunk, the nails rather blue, the breasts flaccid. A tumour could be felt rising up for 8 in. above the pubes: it was situated almost entirely on the right side, and was fixed by the broad ligament. No souffle was heard over the tumour. The perineum was slightly torn, the cervix was in the middle of the pelvis, very far back, and bleeding on examination. Only the edge of the cervix could be touched, on account of the presence of a large fibroid behind and incorporated with it, which was part of the tumour felt in the abdomen.
The diagnosis was myoma of the uterus with (possibly) cancer of the cervix, which was suspected on account of the ha3morrhage on examination, the os itself being out of reach. Total abdominal hysterectomy was performed on January 21, 1911. The tumour had invaded the right broad ligament extensively, and had to be enucleated before the uterus could be drawn up. Douglas's pouch was then opened and the cervix seized. It was brittle and appeared to be carcinomatous. The vagina was circumcised with scissors, but as the cut appeared to pass through growth, a further piece of vagina and of cellular tissue of the right broad ligament was removed with the cautery, which was also applied to the raw surface of the broad ligament. The peritoneum was closed by a purse-string suture and the abdominal wound was closed by silkworm gut through-and-through stitches and buried silk. The operation lasted ninety-one minutes. The patient was a good deal shocked. Two pints of saline fluid were injected intravenously. The wound healed by first intention. The patient made a good recovery, and remained well for over five years. She was in the hospital in January, 1906, for a broken tibia and fibula, caused by tripping over a mat. She felt quite well, but I took the Uterus and cervical myoma, weighing 6jlb., seen from behind. The uterine body is free from growth. Part of the right appendages and the cut peritoneumare seen around it. The whole tumour is bare, enucleated from the right broad ligament. The lower pole blocked the pelvis, rendering the os inaccessible; it was enucleated from the cervical wall through the crescentic incision below. The portio has been opened posteriorly and shows cancer (squamous-cell carcinoma). ( natural size.) opportunity of examining her; she had some pain in the thighs and some thickening could be felt on vaginal examination. On February 22, 1906, this thickening was a well marked growth in the cellular tissue as big as a small apple. The tumour gradually enlarged and cachexia developed, and the patient died of recurrence on December 29, 1916, six years (all but three weeks) after the operation.
Description of Specimen.-A uterus with large cervical myoma and carcinoma of the cervix. The uterus measures 26 cm. by 15 cm. by 17 cm. and weighs 6 lb. The body of the uterus is not altered and its mucosa is normal. The appendages are missing, except part of the right tube; they were normal in appearance. The cervix is the seat of an intramural and subperitoneal myoma of irregular shape which has been enucleated from beneath the peritoneum and in front also from the cervix through an incision into its anterior wall. The muscular capsule has retracted towards the region of the external os, wherp it exists as a roll of tissue 3 cm. thick by 11 cm. across. On this is seen the external os cut open by an incision in its posterior wall, which is the seat of a friable carcinomatous growth extending nearly through the lip. The anterior lip is but little affected with cancer except on the right side. The external os is irregular (see fig. 5 ).
Microscopic Structure.-The large tumour is a myoma and the growth in the cervix is a squamous-cell carcinoma.
Case IV.-A. B., aged 44 (children three, abortions two), was admitted to University College Hospital on December 14, 1915. The last labour, fourteen years ago, was difficult, instruments being used and the patient has been tender ever since. She complained of flooding, which occurred three months ago at the time of the periods and was followed by pain in the knees and legs. Menstruation began at the age of 12, was regular every twenty-eight days, except at the age of 17 (when it stopped for a time) and was scanty, lasting three days. There had been a yellowish-white offensive discharge between the periods for twp years. On admission the patient was rather thin and pale; A tumour could be felt reaching up to 52 in. above the pubes; it felt like a degenerated fibroid. On vaginal examination the patient bled freely. The cervix was very hard and enormously enlarged. The diagnosis was multiple myomata of the uterus and (possibly) cancer of the cervix. The suspicion of cancer was due to the hamorrhage which followed examination, for the portio was smooth and greatly enlarged and, although the os was slightly open, considerable pressure did not show any brittleness at the external os. On December 18, 1915, the uterus and appendages were removed by total abdominal hysterectomy. In doing this a clip was put on the right ureter, mistaken for a vessel; the error was at once discovered and the forceps removed, but the pressure caused a leakage subsequently. The convalescence of the patient was interrupted by a little suppuration at the upper part of the wound and by leakage of urine per vaginam. By January 10 the wound had healed. There was a ureteral fistula at the top of the vagina when the patient left the hospital on January 22, 1916. Later on there was clear evidence of recurrence in the pelvic cellular tissue.
Description of the Specimen (see fig. 6 ).-The uterus measures 14 cm. by 10 cm. by 8'5 cm. The body contains an intramural myoma 645 cm. by 5'2 cm. on section. The cervix is enormously distended (7 cm. by 6 cm.) and contains a carcinoma reaching up for 565 cm. above the external os but surrounded everywhere by at least 1 or 2 mm. of muscular tissue and at the portio by 3 mm. or more of unaffected tissue. The external os has a papillary erosion which does not appear to be cancerous. The right ovary is converted into a multilocular cyst, measuring 11 cm. by 8'5 cm. by 6-5 cm., from the inner surface of which depend a few pedunculated papillomata. One small papillomatous mass is attached to the outer surface. Both tubes are distended (hydrosalpinx). The left ovary appears to be somewhat fibrotic and is slightly enlarged and adherent to the tube.
Microscopic Structure.-The cervical growth is a carcinoma presenting the appearance of squamous carcinoma, with keratinization and round cell infiltration. The "erosion " on the cervix shows that the carcinoma has just reached the external os at that spot. The squamous epithelium at the edge of the os grows down into the tissues and shows that the growth is a true squamous-cell carcinoma. The warty growths in the ovarian cyst are simple papillomata.
DISCUSSION.
The PRESIDENT: The question whether total hysterectomy or subtotal hysterectomy is the best operation for the removal of fibromyomata of the uterus is one of great importance. With sarcomatous degeneration of such a tumour, however, the question is not so important as it is when a carcinoma develops in a fibroid uterus. As the specimen I have demonstrated this evening shows, the patient may remain free from recurrence, even when the body of the uterus has been removed and the cervix left, in the case of a sarcoma mistaken for a myoma. So far as I know the cases recorded in the literature show that the chances of recurrence are equally great whether the cervix is retained or not. I should like to know if the recurrence involved the cervix in the two cases recorded by Dr. Spencer. The possibility of the presence at the time of the operation, or the subsequent occurrence, of a carcinoma of the cervix, is a very important matter when subtotal hysterectomy is practised. With regard to the four cases of carcinoma brought forward by Dr. Spencer I think that two at any rate should not have been included, as the presence of the carcinoma was strongly suspected, although it was not proved, before operation, and I imagine that even the most ardent advocate of subtotal hysterectomy certainly would have performed a total hysterectomy in these cases. Personally I should never practise the partial operation in any case with a blood-stained discharge present between the periods. Cullen, in an examination of 1,674 cases of fibromyomata of the uterus, has found eighteen cases of carcinoma or a frequency of a little over 1 per cent. If that is the average frequency, and I think it may be assumed it is, I consider that if total hysterectomy be practised by large numbers of operators the increased risk of the operation will exceed that of patients dying subsequently of cancer in the stump of the cervix, even assuming that all such cases end fatally, which is unlikely. I am of opinion that no hard and fast rule can be laid down, and I shall continue to practise subtotal hysterectomy in patients in whom the cervix is quite healthy at the time of the operation and the case an uncomplicated one of fibromyoma of the uterus, but in any complicated or doubtful case I should not hesitate to resort to total hysterectomy.
Dr. H. RUSSELL ANDREWS: Dr. Spencer has not made out a strong case for panhysterectomy for fibroids. Can he bring forward any evidence to show that sarcoma is likely to recur in the cervix after subtotal hysterectomy? Two of Dr. Spencer's four cases of carcinoma are hardly worth inclusion, as in one the cervix could not be felt and in the other Dr. Spencer had been suspicious of the cervix. At one time I performed panhysterectomy as a routine operation for fibroids, but for the last ten years I have removed the whole cervix only in cases in which laceration and eversion of the cervix have made it probable that there would be persistent discharge if the whole cervix was not removed. My practice is to scoop out most of the cervix, and in doing this I have only once found unexpected carcinoma, although I have removed many uteri which contained both fibroids and carcinoma. During the last eight years 761 hysterectomies for fibroids, chiefly subtotal, have been performed at the London Hospital. The late Dr. Maxwell and myself were for many years on the look-out for carcinoma occurring in a cervix that had been left behind, but no such case has been seen at the London Hospital. I have seen very many patients who came to the London Hospital to seek advice for ailments, some gynLecological and some having no connexion with gynaecology, after subtotal hysterectomy for fibroids, but I have never seen carcinoma of the cervix among any of them. I cannot believe that carcinoma of the cervix is common among these patients, as it is inconceivable that patients who develop carcinoma should always go elsewhere for advice, while for advice on every other ailment so many return to the London Hospital.
Dr. EDEN: Dr. Spencer has not pursued his argument to its logical conclusion, for he thinks the cervix should be removed because it may at the time be the seat of undiscovered cancer, or, alternatively, that it may subsequently become cancerous. But two of Dr. Spencer's cases, although in a very early stage of the disease, died of recurrence, and it cannot be doubted that an extended hysterectomy (Wertheim) would have given them a better chance. To be consistent Dr. Spencer should advocate Wertheim's operation instead of panhysterectomy. Again, does Dr. Spencer conserve the ovaries in operating for fibroids ? These organs also sometimes become the seat of primary cancer. It is very difficult to see at what points these precautionary measures should stop.
Mr. J. D. MALCOLM: I have for many years removed the whole uterus in operating for fibromyoma, because in two cases I attributed septic trouble to a spread of infection from the cervix uteri. Recently I have on two occasions left the cervix. In one case the removal would have been unusually difficult and the patient's condition was so serious that time was of importance. Death was due to gangrene of the cervix. I have seen one case in which there was an irremovable cancer of the cervix uteri and, as far as I could trust the evidence, the uterine body had been removed for fibromyoma.
Mr. T. G. STEVENS: My opinion is that Dr. Spencer's first two cases are not cases of cancer of the cervix at all. The appearances seen in the microscopic sections are those with which I am quite familiar in erosions of the cervix. They constitute a proliferation of the vaginal epithelium around the openings of glands and constantly occur in erosions. They are not of the nature of a carcinoma, and never give rise to a carcinoma.
Dr. LAPTHORN SMITH: Dr. Herbert Spencer his once again reminded us of the tendency of fibroid tumours to become infected with cancer. This is a point of vital importance, for there are still many people and a few doctors who tell women with fibroid uteri that there is no hurry about having them removed until they have attained a very great size. I have seen a great many tumours which the women have carried for many years, and they were told that it was a benign growth and that there was nothing to worry about. And yet some ten or fifteen years later those benign tumours had become malignant, and some of the women lost their lives in consequence. But in my experience, which is less extensive than Dr. Spencer's, I have not known a single case in which, after the removal of a fibroid of the uterus, the remaining inch or two of cervix has become infected. My own opinion is that when we have done a supravaginal removal of the tumour, and especially it we have done it early,. we have permanently cured the patient, and that the risk of the cervix afterwards becoming malignant is very slight. Another reason why this is so is that the cancer cell does not grow on normal tissue very easily, but nearly always on scar or fibrous tissue. If the woman were a multipara and had a badly lacerated cervix healed not by sewing but by granulations, then she would run as great a risk of that lacerated cervix becoming infected as any other woman of her age. But, as we know, fibroid tumours are most common in childless women, the cervix is normal in structure, and therefore unsuitable for the cancer cell to be implanted into it. Such being the case, I have abandoned the longer and more difficult and dangerous operation of total extirpation, and now invariably leave the cervix from the internal os downwards. In a stout woman with the tumour low down in the pelvis even the most skilful operator has an arduous task to perform, which requires much time under anesthesia. But there is Section of Obstetrics and Gynaecology another reason why the majority of the operators now leave the cervix, and that is on account of the troubles which are due to the shortening of the vagina. One would hardly think that taking out that cervix would make any difference at all, but we must remember that the cervix helps to form the roof of the vaginal pouch, and when you have taken it out and brought the sides together the vaginal space has been quite considerably abridged. At any rate, a great many operators of the highest standing have told me that they had had enough marital troubles related to them to induce them to leave the vagina at its full length. Finally, I might point out that we might warn the women to be inspected every six months or year, and on the slighest appearance of any symptom of malignancy to report to the doctor or some other operator, when it would be only a matter of a few minutes to remove it without difficulty or danger. On the other hand, all the cases of cancer of the upper part of the vagina which I have seen were recurrences after the very operation of total extirpation. The disease was implanted on the raw edge of the vaginal incision by operators who did not understand the frightful contagiousness of cancer, and, took no extraordinary precautions to disinfect the cut edges. And the last state of these patients was worse than the first.
Dr. HERBERT SPENCER: The papers read to-night deal with two questions only, the frequency with which sarcoma is mistaken for myoma, and undiagnosed cancer occurring in operating for myoma, as points in determining the partial or complete operation. The President's case is an interesting one, especially in view of four years' freedom from recurrence; but, I ask, Is this the only case he has had of supravaginal amputation for sarcoma mistaken for myoma ? He asks if my cases occurred in the cervix. I do not know. In one the vagina was full of growth which probably affected the cervix: in the other there were numerous metastases, some in the Alvis, but, as no post-mortem examination was made, I am unable to say with certainty whether the cervix was involved in these cases. But I am astonished to hear the statement that uterine sarcoma does not recur in the cervix, of which there are (comparatively) numerous instances on record, one of which is illustrated by a most striking drawing, and another described in Kelly and Cullen's book on myoma, which the President quotes with deserved approval. Large figures do not carry weight unless they are based on thorough examination. Kelly and Cullen's 1,400 cases of myoma were admittedly not thoroughly examined in the early years. They give seventeen cases of undoubted sarcoma and seventeen suspicious cases. But they say " without doubt some cases have been overlooked." "During the last decade careful pathologic records have been kept. We feel confident that as a result of those careful studies . . . . in the next few years this malignant change will be found to be relatively common." Dr. Russell Andrews expects his patients to come back to him when they get recurrence; that is generally the last thing a patient would think of doing when she has been promised a cure of her bleeding by supravaginal hysterectomy. Dr. Andrews asks why he does not my-7b 133 see other gynmeologists' cases of recurrence in the stump. I can only tell him why he does not see mine. It is all a question of frequency: no one can deny that it occurs after the partial operation. I am sorry to hear that Dr. Fairbairn has given up doing total hysterectomy, although he recognizes its advantages. It will, of course, not always cure a case of myoma complicated with cancer; the important question is, Which is the better operation for such a case ? Dr. Eden says the total operation involves more risk. I am of opinion that it involves less risk, and have published evidence in favour of my statement and will publish even more convincing evidence, but that is not the subject of these papers. Mr.' Stevens says that the first case was an erosion. Who ever saw an erosion high up in the cervical canal, the lower part being healthy ? Dr. Lapthorn Smith says the total operation shortens the vagina; it cannot shorten it by more than * in., and if the cervix is large it may even lengthen it. But of what importance is this ? Again I ask for a record of 100 or 200 cases of supravaginal amputation for myoma in which every case has been followed up and examined after five years. After more than sixteen years' experience of the total operation I am able to say that the results, both immediate and remote, are good.
REPORT OF THE PATHOLOGY COMMITTEE. (March 21, 1917.) (1) Dr. Roberts's specimen of " Tumour of the Cervix undergoing Ctfious Degeneration.": "We have examined this specimen and the sections. We are of opinion that it is a round-celled sarcoma in which haemorrhage and necrosis have occurred to a marked degree. Histologically the cells have an arrangement around vessels, probably meaning that these are the only parts fairly well nourished."
(2) Dr. Herbert Spencer's specimen of " Carcino-sarcoma Uteri": "We have examined this specimen and the sections. We are of opinion that the uterus contained two growths, one having the structure of a columnar-celled carcinoma, the other that of a spindle-celled sarcoma, and that in places these growths appear to mingle. On these grounds we consider that the term carcino-sarcoma is justified."
(3) Mr. J. P. Hedley's specimen: " We have examined this specimen and the sections. We are of opinion that the uterus contains two distinct growths, one of which is a columnar-celled carcinoma; the other has the appearance of a spindle-celled sarcoma."
